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PSYCHIATRIC PHENOMENA IN PRIMARY HEALTH CARE 
THEIR EXTENT AND NATURE 
BISWAJIT SEN * 
SUMMARY 
The extent of psychiatric phenomena was assessed in three primary health care clinics in Calcutta, and the 
nature of the phenomena was explored with the aid of multivariate statistical techniques. The Self Reporting 
Questionnaire (SRQ) was used as the first stage and the Clinical Interview Schedule (CIS) as the second stage 
instruments respectively. The implications of the findings are discussed and an exploratory model for psychiatric 
phenomena in extramural settings is proposed. 
Introduction 
Studies concerned with estimating the 
extent of psychiatric phenomena in prim-
ary health care - defined as first-contact 
medical care - are reported only infre-
quently. Among the earlier reports in India 
is an estimate by Syalee (1966), according 
to which "not less than fifty per cent of all 
patients going to doctors ... are victims of 
psychosomatic illness". 
More recently, Gautam et al (1980) 
found that general practitioners in Banga-
lore city diagnosed psychiatric disorder in 
10% of their patients. Krishna Murthy et al 
(1981) administered the GHQ-12 in a 
sample of patients attending an urban gen-
eral practice and calculated the prevalence 
of psychiatric morbidity of approximately 
36%. Alam(1978) estimated the prevalence 
of psychiatric morbidity in a general prac-
tice in Dhaka, Bangladesh to be around 
35.3%. In Bombay, Bagadia et al (1985) re-
ported that 50 % of the patients attending a 
general hospital out-patient department 
were "psychiatrically ill". In an earlier study 
in a similar sample, they found the preval-
ence to be 36%. 
Most of these studies suffer from me-
thodological limitations. In addition, no In-
dian study, to the author's knowledge, has 
undertaken a systematic investigation of 
the nature of psychiatric phenomena in 
primary health care. If the objectives of the 
National Mental Health Programme are to 
be met (Channabasavanna 1986), sustained 
efforts are required to fill these lacunae. 
Such an attempt has been made in this paper. 
The present study was conducted in 
Calcutta in areas housing predominantly 
non- and semi-literate people belonging to 
the lowest socio-economic classes. One of 
the original objectives of the study was to 
investigate the extent to which health auxi-
liaries with limited training were successful 
in detecting psychiatric morbidity in gen-
eral and depressive illness in particular (Sen 
et al 1987). The present paper, however, is 
concerned with the following aims: 
a) to assess the extent of psychiatric pheno-
mena in this setting and discuss the im-
plications. 
b) to explore the nature of these pheno-
mena with the aid of multivariate statis-
tical techniques i.e., factor analysis, mul-
tiple linear regression analysis and discri-
minant function analysis. 
c) to propose an explanatory model for 
psychiatric phenomena in extramural 
settings. 
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Material and Methods 
Three primary health care clinics situat-
ed in the periphery of the city of Calcutta 
were chosen for the study. An unduplicated 
consecutive series of adult patients (15 
years and above) attending the clinics over 
a period of five weeks (July and August, 
1985) were screened by health auxiliaries 
with the SRQ. It was established by a pilot 
study that the cut-off point on the SRQ for 
this sample was 11/12. Those who scored 
12 or above on the SRQ were designated as 
'probable cases' and those with scores of 8-
11 as 'probable non-cases'. An approximate-
ly fifty per cent random sample of each of 
the 'probable cases' and 'probable non-cases' 
were interviewed with the CIS by the author. 
The psychiatric interview was conducted 
'blind' i.e., without knowledge of the Ques-
tionnaire responses of the individual. 
The study area, translation of the SRQ 
and CIS, personnel and training, and the re-
search instruments have been described in 
detail elsewhere (Sen et al 1987, Sen & Wil-
liams 1987). Briefly, however, the SRQ 
and CIS were translated in Bengali by the 
author and back translated in English by a 
school teacher unacquainted with the origi-
nal version. Discrepancies were then cor-
rected for conceptual equivalence. Three 
health auxiliaries, who had between 8 and 
12 years of formal education, carried out 
the SRQ screening. They received no parti-
cular training for the purpose of the study 
apart from a 30 minute orientation session 
during which it was ascertained that they 
themselves understood the questions and 
the procedure that was required of them. 
The SRQ (Harding et al, 1980) which is a 
20 item questionnaire requiring yes/no re-
sponses, has been validated for the purpose 
of this study. 
The Clinical Interview Schedule (CIS) 
(Goldberg et al, 1970) is a standardised, 
semi-structured inventory designed for use 
in community surveys and general practice 
studies. Its feasibility and reliability have 
been tested in many settings across differ-
ent cultures (Mari et al 1986). It has to be 
administered by a psychiatrist trained in its 
use. The CIS enquiries about 10 groups of 
'reported' symptoms and 12 'manifest' ab-
normalities rated along five point scales. 
Results 
Characteristics of the sample 
The SRQ was administered by the 
health auxiliaries to 202 consecutive adult 
attenders out of whom a random sample of 
114 were interviewed by the author almost 
immediately after the administration of the 
questionnaire. Of the 202 subjects, 48 
(24%) were males and 154 (76%) were fe-
males. As would be expected, almost half 
the subjects were between 15 and 35 years 
of age. More than a third could not read or 
write and only 12% had got beyond prim-
ary school. The average per capita annual 
income of the population was below 
Rs. 1,200-00. 
Extent of psychiatric phenomena 
Out of the 114 patients interviewed 
with the CIS, 52 (46%) were judged as 
cases. Weighted estimates were then calcu-
lated to apply to the total sample of 202. 
This procedure has been illustrated in Sen 
et al (1987). Out of 202 subjects, an estimat-
ed 101 (50%) were judged to be cases by 
the CIS. Among males, there were 15 
(31 %) cases out of 48, and in females, 86 
(56%) cases out of 154. The 95 per cent 
confidence interval of the estimate of total 
psychiatric morbidity is 41% to 59%. 
Table 1 shows the estimated number 
(with percentages) of females with psy-
chiatric morbidity when interviewed with 
the SRQ and CIS with respect to age. It can 
be seen that there is little variation in the 
proportion of cases in the lower three age 
groups. It is also observed that almost BISWAJ1T SEN  35 
Table 1 
Extent of psychiatric morbidity in primary health 
care, number of females with positive scores (>12) 
in SRQ; estimated number of females with positive 
scores in the t^IS 
ge Groups 
15 - 24 
25 - 44 
45 - 64 
65 + 
All ages 
SRQ 
11 (31) 
44 (62) 
26 (74) 
9(69) 
90 (58) 
^.IS 
10 (29) 
44 (62) 
24 (69) 
8 (62) 
86 (56) 
(Figures in parentheses are percentages) 
two-thirds of females in these age groups 
suffer from some degree of psychiatric 
morbidity, a remarkable finding. 
Table 2 gives the frequencies of positi-
vely answered SRQ items in males and fe-
males. A noticeably high proportion of both 
males and females appear to suffer from 
symptoms of mental ill-health. The propor-
tion of females is greater than males in all 
but two items viz., 'poor digestion' and 
'daily work suffering'. For the majority of 
the other items, however, the differences 
are less than would be expected, a notable 
exception being the item on crying. 
Nature of psychiatric phenomena 
In the effort to investigate the nature of 
psychiatric phenomena in primary health 
care, the first step consisted of performing a 
principal components analysis of the SRQ 
items with varimax rotation. The proce-
dure isolated seven factors, as shown in 
Table 3. The items with factor loadings of 
less than .5 were disregarded. 
Factor 1, which may be conceptualised 
as an anxiety depression component 
explains more than one-fifth of the total va-
riance. Each of the six other factors explains 
between 5% and 8% of the variance. It is 
observed that there is no clearly defined se-
paration between depression, anxiety, or 
somatic phenomena in most of the factors. 
In the next step, it was decided to study 
Table 2 
Frequency of positively answered SRQ items in males and females 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
SRQ Items 
Do you often have headaches? 
Is your appetite poor ? 
Do you sleep badly? 
Are you easily frightened? 
Do your hands shake? 
Do you feel nervous, tense, worried? 
Is your digestion poor? 
Do you have trouble thinking clearly? 
Do you feel unhappy? 
Do you cry more, than usual ? 
Do you find it difficult to enjoy your daily activities? 
Do you find it difficult to make decision? 
Is your daily work suffering ? 
Ar you unable to play a useful part in life ? 
Have you lost interest in things? 
Do you feel that you are a worthless person ? 
Has the thought of ending your life been in your mind? 
Do you teel tired all the time? 
Do you have uncomfortable feelings in your stomach? 
Are you easily tired? 
Males 
N = 48 
Number 
33 
30 
18 
22 
21 
30 
31 
21 
28 
7 
17 
19 
25 
24 
20 
19 
6 
29 
27 
36 
% 
69 
63 
38 
46 
44 
63 
65 
44 
58 
15 
35 
40 
52 
50 
42 
40 
13 
60 
56 
75 
Females 
N = 154 
Number 
122 
101 
65 
113 
110 
117 
89 
96 
110 
64 
68 
89 
76 
93 
74 
86 
36 
119 
99 
129 
% 
79 
66 
42 
73 
71 
76 
58 
62 
71 
42 
44 
58 
49 
60 
48 
56 
23 
77 
64 
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Table 3 
Principal components analysis with varimax rotation of the SRQ 
(Figures in parenthesis indicate the percentage of variance explained) 
Factor 1 (21.8) 
Unphappy 
Anxious/tense/worried 
Unable to play useful part in life 
Factor 3 (6.5) 
Easily frightened 
Headaches 
Cannot think clearly 
Factor 5 (6.0) 
Poor digestion 
Abdominal discomfort 
Factor 7 (5.3) 
Easily tired 
Constantly tired 
Factor _ „, 
loading
 Facto
r
 2 f7-*J 
.745 Lost interest 
,680 Crying 
.507 Thinking of suicide 
Factor 4 (6.1) 
.737 Cannot enjoy daily activities 
.556 Cannot think clearly 
.511 Difficulty in making decisions 
Factor 6 (5.5) 
.818 Poor appetite 
.810 Sleep badly 
.812 
.739 
Factor 
loading 
.768 
.623 
.513 
.751 
.507 
.506 
.681 
.680 
which SRQ items contributed most to the 
CIS total score. For this purpose, a multiple 
linear regression analysis of the CIS total 
score on the twenty items of the SRQ was 
performed. 
Table 4 
Multiple regression of the CIS total score on the 
20 items of the SRQ 
SRQ items  R F Sig 
Square Ratio P 
SRQ 8 'can't think clearly' .2165 30.94 .0000 
SRQ 13 'daily work suffering' .3440 29.11.0000 
SRQ 9 'unhappy' .3959 24.03 .0000 
SRQ 18 always tired' .4242 20.07 .0000 
All 20 iteros .5359 5.37 .0000 
As can be observed from Table 4, only 
four of the twenty SRQ items contributed 
significantly to the CIS total score. The 
first, second and fourth items viz., 'can't 
think clearly', 'daily work suffering' and 'al-
ways tired' can be described as clinically 
non-specific i.e., not indicative of any diag-
nostic category. These three items, howev-
er, jointly explain about 38% of the vari-
ance, as seen from R square. The only item 
which may be considered specific in any 
degree viz., 'unhappy', explains less than 5 % 
of the variance. 
An analogous way in which the degree 
of relevance of the SRQ items can be 
judged in the context of the CIS total score 
is to find out the items which discriminate 
significantly between CIS case and non-
case status. To this end, a discriminant func-
tion analysis of CIS case and non-case 
groups, with the SRQ items as the predictor 
variables, was carried out. A stepwise pro-
cedure was specified for the present analy-
sis. The results of this analysis are illustrated 
in Table 5. 
Ten of the twenty SRQ items discrimi-
nated significantly (both in isolation and ta-
ken together) between the CIS case and 
non-case groups. In Table 5, Wilk's lambda 
can be interpreted as a measure of the pro-
portion of total variability not explained by 
group differences. Thus, one minus Wilk's 
lambda is the proportion of the total varia-
bility explained by group differences. It is 
observed here too that the first three items-, BISWAJIT SEN  37 
Table 5 
Statistically significant items of the SRQ in the 
discriminant function analysis of CIS case and 
non-case groups 
SRQ 14 
SRQ 13 
SRQ 12 
SRQ 9 
SRQ 1 
SRQ 19 
SRQ 7 
SRQ 15 
SRQ 4 
SRQ 17 
SRQ items 
'failure in life' 
'daily work suffering' 
'can't make decisions' 
'unhappy' 
'headache' 
'stomach discomfort' 
'poor digestion' 
'loss of interest in work' 
'easily frightened' 
'thinking of suicide' 
Wilk's 
Lambda 
0.75978 
0.66327 
0.62206 
0.59814 
0.57943 
0.56466 
0.55480 
0.54701 
0.53907 
0.53197 
Sig. 
P 
0.0000 
0.0000 
0.0000 
0.0000 
0.0000 
0.0000 
0.0000 
0.0000 
0.0000 
0.0000 
which again jointly explain about 38% of 
the variance, are fairly non-specific. 
Discussion 
The extent of psychiatric phenomena 
in primary health care 
The estimated prevalence of 50% of 
adult primary health care attenders suffer-
ing from psychiatric distress may appear 
rather high in the first instance. However, a 
review of literature indicates that many 
studies using similar methodology and 
criterion of "caseness" {Sen et al 1987) re-
port figures close to that obtained in the 
present study both in developed and deve-
loping countries (Goldberg et al 1976; 
Mari 1985). The 95 per cent confidence in-
terval of 41 % - 59% means that the proba-
bility that this interval contains the true 
proportion in patient populations of similar 
settings is 95%. 
Having ascertained that the estimate of 
prevalence is not unrealistic, it is of interest 
to discuss its implications. The magnitude 
of the problem will become clear from an 
inspection of Tables 1 and 2. An informal 
enquiry among the subjects of the inter-
viewed sub-sample revealed that out of 101 
cases, only a single individual - suffering 
from schizophrenia - was under psychiatr-
ic care. None of the others were given a 
psychiatric diagnosis, and the overwhelm-
ing majority were provided only sympto-
matic treatment, with analgesics, multi-vi-
tamins and diazepam (for "insomnia"). The 
medical officers-in-charge of the clinics 
stated that while they suspected that a sec-
tion of their patients had psychiatric prob-
lems, most of these problems were due, in 
their opinion, to adverse socio-economic 
and family circumstances. They felt that 
influencing these factors were beyond their 
control, especially in view of their "chronic 
patient overload". 
The nature of psychiatric phenomena 
in primary health care 
The problems encountered in cate-
gorising psychiatric phenomena in primary 
health care have been recognised for a 
decade (Shepherd 1977, Shepherd 1980). It 
is generally agreed that approximately a 
third of the psychiatric phenomena en-
countered in the community or in primary 
health care cannot be classified satisfactor-
ily. 
In the present sample, approximately 
half the "cases" cannot be categorised by 
curent international systems of classifica-
tion. Several multi-axial systems have been 
proposed to obviate this deficiency (Regier 
et al 1982), in all of which the social dimen-
sion is highlighted, in addition to that for 
physical illness. 
However, another aspect of the prob-
lem has received insufficient attention, 
especially in developing countries like In-
dia. This is to do with the difficulty in clas-
sifying the primary axis of psychiatric phe-
nomena in primary health care and com-
munity settings. A case in point is the rela-
tionship of depression and anxiety (Leff 38  PSYCHIATRIC PHENOMENA IN PRIMARY HEALTH CARE 
1981, Sen & Williams 1987). The extent 
to which clinical anxiety exists in isolation 
from depressive disorders in extramural 
settings is yet to be established. 
The multivariate statistical analyses 
used to explore the nature of psychiatric 
phenomena in the present study contri-
butes to the understanding of some of the 
reasons for this problem. In the seven fac-
tors isolated by principal components ana-
lysis of the SRQ items (Table 3), it is seen 
that anxiety, depression, somatic, and non-
specific items are not clearly separated. 
Especially Factors 3 to 7 do not readily lend 
themselves to a clinically meaningful inter-
pretation. This lack of separation of the va-
rious dimensions suggests that much of the 
psychiatric morbidity in primary health 
care is undifferentiated, a view which has 
also been expressed by Shepherd (1977) 
and Vazquez - Barquero et al, (1986). 
This supposition is strengthened by the 
results of the multiple regression and discri-
minant function analyses. 
It is observed that the items in Tables 4 
and 5 explaining most of the total variance 
(about 38%) are largely the non-specific or 
undifferentiated items which themselves 
span the psychological, social and somatic 
dimensions e.g. "can't think clearly", "daily 
work suffering", and "headaches" respecti-
vely. 
An explanatory model 
The finding that psychiatric pheno-
mena in primary health care is essentially 
undifferentiated, whether expressed in psy-
chological, social or somatic terms, is one 
with which most clinicians would intuiti-
vely agree. However, it is also well-known 
that individuals from many walks of life are 
capable of expressing themselves in highly 
differentiated terms, both in the somatic 
(e.g. hypochondriasis) and in the psycholo-
gical (e.g. obsessive compulsive disorders) 
dimensions. Is it possible to construct a mo-
del in which both types of phenomena can 
be accommodated? 
Leff (1981) has postulated a scheme "for 
the historical (evolutionary) development 
of the words that denote unpleasant emoti-
onal states". This is given below: 
Stage 
1 E Undifferentiated bodily experiences 
I 
2 E Undifferentiated bodily and psycho-
1 logical experiences 
3 E Undifferentiated psychological 
III experiences 
4 El E2 E3 Progressive differentiation of distinct 
psychological experience. 
Leff s scheme is attractive and may con-
ceptually fit in with the clinical notions of 
many psychiatrists. However, as demons-
trated in this paper, the degree of differen-
tiated experience (or its lack) cuts across so-
matic and psychological experience and 
hence, cannot be subsumed with the latter 
in a single dimension. Also, Leff s scheme, 
being undirectional, cannot explain why 
most Indians express their distress in mostly 
undifferentiated terms, when the parent 
language viz., Sanskrit, from which the ma-
jority of their lingua franca have developed, 
contains words exemplifying almost every 
shade of emotion. 
A model, which is believed to resolve 
some of these problems is proposed in the 
figure. 
"Psychologization" 
Qbsessive-Compuhive disorder yS 
Paranoid schizophrenia / 
Differentiated Ns / Undifferentiated 
Experiences. y/\s^ Experiences. 
yS ? "Pan-nburosis" 
yr Undifferentiated 
yr psychosis \ 
'Somatization" BISWAJIT SEN  39 
The vertical boundaries of the square 
represent the two extremes of a differen-
tiated - undifferentiated experience conti-
nuum. The horizontal boundaries likewise 
limit the well-known "somatization" -
"psychologization" dimension. It should 
not be difficult to place individuals or 
groups in their appropriate place within the 
square according to their predominant 
mode of expressing emotional states. For 
example, the sample in the present study 
may be placed near the centre of the right-
hand triangle. 
It may be hypothesised that in settings 
where the nature of symptom patterns are 
largely undifferentiated, as in the present 
sample, narrowly-defined criteria of the va-
rious neurotic disorders with which clini-
cians are familiar, lose much of their relev-
ance resulting in clinically nebulous diag-
noses like "hysteria" and "neurasthenia". It 
is only when well-differentiated expe-
riences are met that the question of valid 
diagnostic criteria assume importance. 
The determinants of placement within 
the square are probably numerous and of 
complex nature. Intuitively, however, it ap-
pears that education, income, occupation, 
ethnic group and cultural factors like t 
and religion may exert the strongest in.. u-
ence in this context. 
Two limitations of the proposed model 
should be noted. First, the social dimension 
of psychiatric disorder has not been consi-
dered in the model, as this is generally re-
garded as a separate axis. Thus, not all diag-
nostic problems in primary health care can 
be understood with the aid of this model. 
Secondly, the model may be considered 
useful for psychiatric phenomena in extra-
mural settings. It is probably less relevant in 
psychiatric in-patient and perhaps, in out-
patient facilities, where the severity of psy-
chopathology takes precedence in most 
cases over the problems posed by the fac-
tors discussed. 
Conclusion 
The difficulties associated with the fai-
lure to recognise and treat emotional di-
sorders in primary health care have been re-
cognised and targets have been set for the 
training of physicians, non-medical profes-
sionals, and health workers (National Men-
tal Health Programme 1983). However, 
the emphasis has so far been almost enti-
rely on severe mental illness (ICMR study 
1983). The magnitude of the problem, of 
"minor" emotional disorders, as demons-
trated in this paper, makes it essential that 
mental health priorities should exclude this 
category, especially when most of the con-
ditions included among emotional disord-
ers are potentially treatable with the appro-
priate psychiatric and social interventions. 
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